Some specialised services exist to meet the health needs of those of refugee background: counselling services for survivors of torture and refugee trauma exist in every state and territory in Australia. However, the majority of health care for refugees occurs within mainstream services. Many of the barriers to refugees accessing adequate care are similar to those experienced by the broader migrant community and other marginalised groups. These include: barriers to attending existing services, such as language, cultural and financial barriers; reduced ability to trust service providers and to negotiate the health system; and, at times, the unavailability of effective health care. However, for refugees these barriers are accentuated by their prior experiences and manner of coming to Australia.
BARRIERS TO ATTENDANCE
Unlike other migrants from non-English speaking countries, English language proficiency does not play a part in the selection of humanitarian entrants. They are likely to have a greater reliance on bilingual health care providers and interpreters for communication during health care. These resources are often lacking within (or for) small and emerging refugee communities-for example, among the Dinka people from southern Sudan. While a free telephone interpreter service exists for private medical practitioners, many doctors are reluctant to use it.
PROBLEMS REFUGEES FACE WHEN ACCESSING HEALTH SERVICES
Studies with refugee populations in Australia, 10 and in the United States, 11 have found language to be a significant barrier to refugees accessing health services. Language difficulties in general practitioner surgeries in the United Kingdom have led to refugees being turned away. 12 Language barriers can also result in miscommunication, misdiagnosis, and lack of appropriate follow up. 13, 14 Financial constraints are almost universal for people who arrive as humanitarian entrants and who have yet to find employment. Few will own a car and the cost of public transport can influence decisions about accessing care. Cost can prevent referral to services not covered by Medicare, such as allied health providers, or to private specialists who charge a fee above the Medicare rebate. These patients have to attempt to access these types of care through hospital outpatient services. Limited finances also make the use of private dentists prohibitive. Most newly-arrived refugee groups have significant oral health care needs and their reliance on public dental services is problematic.
Limited trust of health service providers can inhibit some refugees from accessing health care. 1, 14 Such mistrust may arise from experiences of human rights abuses at the hands of government authorities, 15 and cultural and language barriers between a refugee and health professional. 16, 17 Fear is accentuated for those refugees who have experienced torture in which health professionals have participated. 18 People of refugee background often come from countries with vastly different health systems. Access to care for some refugees is therefore hindered by a lack of familiarity with available services. 19 Community consultations with refugee populations living in NSW have confirmed this, and others, as significant issues for recent arrivals (NSW Refugee Health Service and the NSW Service for the Treatment and Rehabilitation of Torture and Trauma Survivors [STARTTS] unpublished reports).
NON-AVAILABILITY OF EFFECTIVE HEALTH CARE
Gaps in health service provision Newly arrived refugee patients can have complex or multiple health problems. Inadequate reimbursementto general practitioners for the additional time required to provide medical care for patients with special needscan provide a disincentive for providing comprehensive care. 20 Specialised services targeting refugees are located in major metropolitan areas. Despite outreach and training strategies, these services are less available to those humanitarian entrants who settle in rural and regional areas of NSW.
There are specific groups within the refugee population with particular health issues for whom health service provision is yet to be developed. Examples include young refugee people, 21 and the aged and second-generation refugees. 22 A proportion of asylum seekers living in the community are not eligible for Medicare. 23 This is a significant gap in service provision that affects, in particular, pregnant women and others needing hospitalisation. 17 Holders of Temporary Protection Visas (that is, people released from immigration detention centres) are not eligible for certain Commonwealth-funded health services such as free interpreting in private doctors' surgeries and limb prostheses.
Appropriate health care
Effective care may be impeded through health professionals having incomplete skills to detect and manage unfamiliar diseases among refugees. 14, 24 This can also occur through staff failing to adopt health care techniques that accommodate past trauma and human rights violations. 14, 25 Hospitalisation or other health service interaction that is not conducted in a sensitive manner, or that utilises clinical procedures reminiscent of abuse (for example, electrocardiography) may retraumatise those under care. 15 Racism and discrimination have been shown to reduce access to care in some marginalised groups, 26 and is likely to affect refugee groups as well.
HEALTH SERVICE RESPONSES
Health services have attempted to increase refugees' service utilisation through community education and outreach; 13, 27 employing bicultural workers to act as service brokers; 27 adopting strategies to increase referrals from peers, 2 the community, 27 and social welfare agencies; 13 and collocating health services with other frequently used services for refugees. 2 Multicultural health services in NSW use many of the above strategies to promote access and appropriate health care for refugees. The NSW Refugee Health Service collaborates with STARTTS on education and support around refugee health issues for the staff of area health services and general practitioners. The potential role of primary care in reducing inequity of access and quality of care has recently been described. 28 Other strategies used include advocacy regarding service gaps, informing relevant agencies about referral pathways, nurse advocates to assist individual access, and community education about the health system in NSW. 
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People who are obese are disadvantaged socially-in public places, in employment, and in health care. 1-2 Many obese people are afraid of approaching health professionals and attending health facilities. Problems of access and lack of suitable facilities for obese people are a problem; however, the greatest impediment is the fear of encountering judgmental and discriminatory attitudes from health professionals about a patient's obesity.
Because of an increased risk of medical illnesses such as type 2 diabetes mellitus, hypertension, cardiovascular disease, stroke, sleep apnoea, gallbladder disease, and osteoarthritis, 3 the need of obese people for medical care is great. However, the recommendation of weight loss as a primary therapy may compromise and delay the management of significant medical problems. This article describes the attitude of some health professionals towards obese patients, obese patients' views about health care, myths and realties about obesity, and suggests how health care for obese patients can be improved.
ATTITUDES OF HEALTH PROFESSIONALS TOWARD OBESE PATIENTS
Many studies have described how health care professionals may adopt a negative attitude towards obese patients. [4] [5] Medical practitioners and students often regard obese patients as ugly, sad, lacking in self-control, and difficult to manage. [6] [7] [8] Nurses may be uncomfortable with obese patients and prefer not to care for them. [9] [10] Most health care professionals believe that obese patients are responsible for their obesity. 11 These negative attitudes are readily perceived by obese patients. 12 Health care professionals are often aware of poor health outcomes in the treatment of obesity; but, generally, they do not hold themselves responsible for the failure of positive health outcomes. While some health care professionals recognise the intrinsic difficulty of treating an obese patient, there is still a tendency to blame the patient for their failure to be slim. 'I was perched half naked, legs dangling unsupported on your high narrow examination couch, trying to hold a tiny gown modestly over my large unfettered breast. I was far too embarrassed to be anything but hypertensive.' 'Over the past seven months I have been to two obesity specialists … and neither of the waiting rooms had seating suitable for larger people.' 'All we really need are chairs without arms! Whenever I go for medical appointments, every single chair has arms.' Hospital admission 'Gowns that cover one half of my body, beds so narrow you want to be careful not to roll over, thin mattresses that squish to almost nothing under my weight, and the best part of all, those damned bed pans.' 'Many [health professionals] can't help absorbing the prevailing attitudes of our society, which basically assume that if you are fat you are necessarily unhealthy and that you obviously haven't tried to do anything about itwhich is generally incorrect.' 'Women's magazines are the cheapest and most convenient form of waiting room literature, and these are generally mildly size-negative at best, and positively feral about [body size] at worst.' 'I haven't seen a doctor for a general check up at any time in my life. I have a strong dislike of being lectured and hectored and harassed and heckled about weight or treated like a particularly naughty three-year old with a penchant for sweets. I am so afraid [of health professionals] that I
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